Objective: To explore how work experiences, professional issues and social support at work are associated with a need for clinical supervision (CS) among family physicians (FP). Methods: Web-based survey to FPs in Finland 2011 (response rate 68%; n = 165). Results: Among FPs, 36% needed CS, 35% had experience with CS, and 29% did not need CS. Feeling emotionally drained from work was associated with both needing and experience with CS. FPs needing CS felt callous and had committed a medical error in the recent past more often than those with CS experience. FPs expressing a need for CS felt greater uncertainty regarding their professional knowledge and more alone at work than FPs not needing CS. Rewarding work experiences were common. Conclusions: A large proportion of FPs expressed a need for CS. Need for CS is associated with feeling alone at work, experiences of callousness and uncertainty regarding medical knowledge. Experience of emotional drainage was associated with experience of and need for CS. Practice implications: Emotional drainage may signal a need for CS among FPs. CS might enhance FPs' emotional well-being at work. It should be more widely available to FPs and could be integrated into continuing professional development.
Introduction
Among family physicians (FP), the concept of clinical supervision (CS) is not well established [1, 2] . In medicine, CS has been defined within the context of specialist training. According to this definition, CS includes the provision of monitoring, guidance and feedback on matters of personal, professional and educational development within the context of a physician's care of patients aimed at providing safe and appropriate patient care [3] . Thus, CS can be divided into three forms according to its three functions: educational (formative), administrative (normative), and supportive (restorative) [1, 3] . The restorative/supportive function is important in Balint groups which are the most commonly used method of supportive CS in family medicine [4] . The work of the Balint group focuses on the enhancement of participants' understanding of patient-physician relationships and the development of the professional personality using shared reflections of participants' own patient cases within a supervised group of peers [5] .
Many FPs have an unmet need for CS [6] [7] [8] . Research suggests that distress at work, emotional exhaustion and even burnout may indirectly indicate a need for CS [8] [9] [10] . However, few studies have explored which factors predict the need for CS. In our earlier study, FP needs for CS were associated with being female, active participation in continuous medical education and perceptions that the number of patients with requests had increased [6] . To our knowledge, no other studies have directly explored which issues associate with FP's needs for CS.
This study aims to explore how work experiences, professional issues and social support at work associate with a need for CS among FPs. We compare three groups of FPs: those experienced with CS, those who expressed a need for CS with no accessibility to it and those who expressed not needing CS.
Data and methods

Participants
We distributed a web-based survey to FPs working in health centers in Southern Finland in 2011. In this study, we aimed to include FPs from both sexes, across all ages and with shorter and longer working experiences. We, therefore, collected data using a convenience sample. We contacted physicians from health centers in Southern Finland who shared the email addresses of all physicians working in their institutions. We then contacted these physicians via email, inviting them to participate anonymously in a web-based survey; a second email served as a reminder. In Finland, supportive CS among FPs is not mandatory during the training process nor in clinical practice. The availability of supportive CS varies among FPs.
Questionnaire
We explored CS by asking FPs to choose one of four options: (1) "I currently attend CS (e.g. Balint or other), (2) 'I have attended CS (e.g. Balint or other), but am not attending now', (3) "I would like to attend, but CS (e.g. Balint or other) is not available" and (4) "I do not need CS (e.g. Balint or other)". Those choosing the first or second option were grouped into the category "FPs experienced with CS", while those choosing the third option were identified as "FPs with a need for CS (with no accessibility to it)" and those choosing the fourth option were classified as "FPs with no need for CS".
We assessed challenging work experiences using items from the Maslach Burnout Inventory (MBI) [11] , a validated and common tool used to measure burnout [12, 13] . However, its length limits its utility in surveys among physicians [13] . Two items from MBI "I feel burned out from my work" assessing emotional exhaustion and "I have become more callous towards people since I took this job" assessing depersonalisation, have showed a strong association with burnout among medical professionals [13] . In addition to these two items, we also used other items from MBI to explore emotional exhaustion from work: "I feel frustrated by my job", "I feel I have to work too hard at my job" and "I feel my job is emotionally draining". We also asked about FPs' sense of personal accomplishment at work using the MBI item "I feel I can positively influence my patients' lives through my work" [11, 14] . We explored FPs' rewarding work experiences using items from our previous survey for medical students [15] , which included "I can use my professional skills comprehensively at work", "I feel my patients trust me" and "I feel patient work is rewarding". Response options for the MBI items and the rewarding work experience items included never,seldom, sometimes, quite often or often, from which quite often and often were categorised as "yes". To study professionally challenging issues, we asked FPs about experiences of uncertainty and social support, using items from our previous survey for medical students [15] : "Do you feel uncertainty about your professional knowledge?" and "Do you feel uncertain about your professional skills?". Response options included never, seldom, sometimes, quite often or often, from which quite often and often were categorised as "yes". The question "How do you tolerate uncertainty when making medical decisions?" included the response options well, quite well and poorly of which poorly was categorised as "not well". The questions "Are you afraid of committing a medical error?" and "Have you committed a medical error in the past three months?" both included the responses yes or no. To explore social support, at work we used the item "I feel alone at my work", which included the response options never, sometimes, often and always, from which we categorised often or always as "yes". The item "I can consult a colleague at work" included the options often enough, too seldom, not at all and I do not need to consult. Too seldom and not at all were categorised as "no".
Socio-demographic variables included age, gender, marital status, years of working experience, work position/specialisation. Satisfaction with work and satisfaction with life were rated using a scale from 0 to 10, where 0 represented the lowest level of satisfaction and 10 represented the highest.
We used SPSS (version 20) to perform all statistical analyses. We compared categorical data using the Pearson chi-square test or Fisher's exact test when appropriate. The Kruskal-Wallis test served to analyse non-normally distributed continuous variables. We considered p values <0.05 to be statistically significant.
Results
We sent our questionnaire to 244 FPs, of whom 165 (68%) responded. Among responders, 59 FPs (36%) stated a need for CS, 58 (35%) revealed experience with CS and 48 FPs (29%) had no need for CS. The mean age of FPs stood at 39.5 years. Among responders, 124 (75%) were female and 148 (90%) were cohabitating with their partners. In terms of work history, 85 (52%) FPs possessed less than five years working experience, 116 (70%) held the position of junior doctor, trainee in family medicine or unspecialised physician (grouped as "other"), while 49 FPs (30%) identified as family medicine specialists. On a scale from 0 to 10, the mean score for satisfaction with work among FPs stood at 7.6, while the mean score for satisfaction with life stood at 8.3. FPs with a need for CS (36.9 years) were on average younger than FPs experienced with CS (42.8 years) and FPs not needing CS (38.7 years) (p = 0.026). FPs with CS experience, FPs needing CS and FPs not needing CS showed no difference in terms of sex, marital status, work history, work position/specialisation or satisfaction with their work or life. However, in pairwise comparisons, a larger proportion of FPs experienced with CS were specialists in family medicine than of FP with a need for CS (41% vs. 24%, p = 0.042) or than of FPs not needing CS (41% vs. 23%, p = 0.044) ( Table 1) . FPs with a need for CS, those experienced with CS and those not needing CS did not differ in terms of frustration with their job, feelings of having to work too hard at their job, feeling burned out from work, or feeling callous toward other people since beginning this job. Significantly larger proportions of FPs with a need for CS and of FPs experienced with CS felt emotionally drained from their job compared with FPs not needing CS (15% vs. 17% vs. 2%, respectively; p = 0.039). When compared pairwise, a larger proportion of FPs with a need for CS than of FPs experienced with CS felt they were more callous toward other people since taking this job (22% vs. 9%, p = 0.044) ( Table 2) .
FPs commonly reported personal accomplishment and rewarding work experiences. For instance, 75% felt they could positively influence their patients' lives, 89% felt that their patients trust them, 80% felt that they can comprehensively use their professional skills at work and 84% felt that working with patients was rewarding. We found no differences regarding these issues between FPs with CS experience, FPs with a need for CS and FPs not needing CS ( Table 2) .
FPs with a need for CS, FPs with CS experience and FPs not needing CS did not differ with regards to feeling uncertain about their professional knowledge or skills, tolerance toward uncertainty, or feeling afraid about committing or having committed a medical error during the last three months. When compared pairwise, the proportion of those who felt uncertainty related to their professional knowledge was larger among FPs with a need for CS than among FPs not needing CS (24% vs. 13%, p = 0.048). In addition, the proportion of FPs who committed a medical error in the past three months was larger among FPs with a need for CS than among those with CS experience (49% vs. 31%, p = 0.046) ( Table 2) .
Among our respondents, 50 (30%) felt alone at work and 40 (24%) felt they could not consult a colleague at work. Concerning these experiences, we found no difference between FPs with a need for CS, those experienced with CS and those not needing CS. When compared pairwise, a larger proportion of FPs who had a need for CS than of those FPs not needing CS felt alone at work (39% vs. 19%, p = 0.023) ( Table 2 ).
Discussion and conclusions
Discussion
Among FPs, 36% reported needing CS, which was unavailable, 35% had experience with CS and 29% reported not needing CS. Few work-related issues were associated with the need for CS. Feeling emotionally drained from work was associated with both needing and experience with CS. FPs expressing a need for CS reported becoming more callous towards people and committing a medical error in the recent past more often than FPs with experience of CS. FPs not needing CS felt less uncertain of their professional knowledge and were feeling less often alone at work than FPs Table 2 Work experiences, professionally challenging issues and social support at work among family physicians (FP) experienced with clinical supervision (CS), FPs with a need for CS and FPs with no need need for CS.
FPs experienced with CS g (n = 58)
FPs with a need for CS h (n = 59) FPs with no need for CS i (n = 48) needing CS. The mean level of satisfaction with work was high among FPs, and the majority of FPs reported personal accomplishment and rewarding work experiences. For instance, more than four out of five FPs felt that working with patients was rewarding, however a third reported feeling alone at work. The strengths of our study include first, its high response rate [16, 17] , as well as representing both experienced and young physicians working in primary health care. Respondents included FPs of all ages, both sexes and physicians with shorter (<5 years) and longer (5 or more years) work histories. Questionnaires were completed in meticulous detail. The anonymity of the survey may have increased participants' willingness to share their experiences. Another strength of the study includes its use of previously validated items [11, 15] . We also piloted the questionnaire before sending it to health centers, during which respondents reported finding it easy to understand and complete [15] . One limitation of the study includes its Finnish context, which may limit the ability to generalize our findings. The small sample size also reduces the statistical power of the analysis. Furthermore, the cross-sectional nature of our study does not permit us to make conclusions regarding any causal relationships. One limitation is that we could not use the lengthy MBI questionnaire which could have compromised the response rate. Therefore, we chose the two items which had been shown in previous studies to reflect physicians' burn out. Additionally, we chose items enabling us to explore FP's working experiences causing emotional exhaustion and depersonalisation.
Among FPs, 36% expressed a need for CS, yet no access to it. This represents a higher proportion than from our previous study in 2008, where 25% of FPs reported needing CS [6] . Similarly, in an earlier Finnish study, 20% of health centre physicians reported needing CS, yet lacked access to it [18] . Thus, we cannot conclude that the need for CS has increased or that the availability of CS has decreased, although it is possible that either or both may have occurred. In Denmark, a quarter of FPs reported needing CS [7] . Furthermore, 35% of FPs in our study had experience with CS. This proportion is similar to findings from our previous study from 2008 [6] and to findings reported from Denmark [7] . In our study, 29% of FPs expressed not needing CS. This proportion is also consistent with our findings from 2008 [6] . There was a trend that specialists in FM had more experience of CS than those lacking experience or with no need for CS. This might indicate that specialists in FM are more aware of the importance of reflective thinking than others due to their training and clinical experience.
We found an association between feeling emotionally drained from one's job and both needing and experience with CS. Emotional exhaustion is a core feature of burnout syndrome and commonly suggested as the first stage in its development [19] [20] [21] . We also know that psychological problems as well as emotional distress among FPs signal the need for restorative measures [8] . However, the culture of medicine traditionally neglects or ignores physicians' needs and, thus, imposes barriers to physicians seeking support or, for example, CS [2, 22] . Callousness is another core component of burnout syndrome [11, 13] . Callousness was more common among FPs reporting needing CS than among those with CS experience. From our analysis of associations, no conclusions can be drawn regarding causality; however, it is of interest that we found an association between experience with CS and feeling less callous. This finding may prove useful in research on the outcomes related to CS. Of particular interest, we found that feeling burned out from one's work was not associated with needing CS. This single issue was previously linked to signal burnout syndrome [13] .
Overall, few work experiences were associated with FPs' needs for CS in this study. For example, we found no association between FPs feeling that they work too hard and either experience with or needing CS. This may signal that FPs are accustomed to working hard and cope with it using strategies other than CS [23, 24] .
FPs not needing CS showed no difference from the other two groups in terms of demographic characteristics or rewarding work experiences. They were, however, less frequently uncertain about their professional knowledge and reported feeling alone at work less often than did their colleagues reporting a need for CS. This may indicate that FPs not having a need for CS use alternative means for professional development and coping mechanisms in their work [23, 24] .
Across our entire sample, a third reported feeling alone at work, whilst a quarter of FPs lacked opportunities to consult with their colleagues. According to a Finnish study, isolation at work among FPs equates with making decisions alone, a lack of collaboration with other health centre workers and secondary care specialists, not being a part of the work community and a lack of mentoring at work [25] . In earlier studies in Finland, 67-71% of FPs working in health centers thought their work left them isolated too often [26, 27] . These figures are higher than those from our study. The work environment in health centers in Southern Finland has changed in recent years, especially for young physicians who now have ample consultation opportunities with personal educational tutors for clinical issues [28] . However, this is different from supportive CS (e.g., Balint) which emphasizes shared reflection on emotional work experiences with a professional especially trained for this task.
Our respondents commonly reported feeling satisfied with their work and rewarding work experiences. A Dutch study of FPs' emotional reactions to aspects of their work also found that positive feelings were common, but not complementary to negative feelings associated with their work [29] . Positive feelings from work correlated with more openness to their patients and a better quality of care [29] . In a ten-country European study, the average job satisfaction among FPs stood at 3.45 on a five-point Likert scale [30] . The level of job satisfaction reported among FPs in our study (7.6 out of 10) is consistent with this. However, a comparison of the scores between these two studies is not straightforward given the wording of the questions and the different measurement scales used. FPs' satisfaction with work is also important [22] , because it is associated with a better quality of work, indicated by, for example, better communication with patients [30] . In turn, physicians' dissatisfaction with their work is associated with suboptimal health care delivery, poor clinical outcomes, higher job turnover, and malfunctioning within the health care system [22, 31] .
Conclusions
Although rewarding work experiences and satisfaction with one's work are common among FPs, a large proportion of them report needing CS with no access to it. Emotionally challenging work experiences are fairly common among FPs and one in five experiences being burnt out from work. Some dimensions of emotional exhaustion may signal the need for CS among FPs. Finally, a lack of social support at work persists, given that one in three FP feels alone at work.
Practice implications
The means to enhance FPs' emotional and social well-being at work should be developed. CS may represent one way of supporting FPs in this. Thus, CS should be more widely available to family physicians and it could be integrated into continuing professional development of FPs.
